In the majority of patients treatment of pneumothorax presents only minor problems. Most often an intercostal intrapleural tube to a water-sealed system results in rapid, complete, and permanent expansion of the lung and closure of the air leak by adhesion to the parietal pleura. Non-expansion and recurrence are as a rule treated with pleural irritants, thoracoscopy, or-since Sycamore (1936) -thoracotomy with excision and suture of blebs, bullae or cysts. To prevent recurrence, abrasion of the pleural lining or parietal pleurectomy (Gaensler, 1956; Mitchell-Heggs and Batten, 1970; Nohl-Oser, 1974 ) is commonly used.
More severe problems arise if the lung is too inexpansible to fill the hemithorax, even in spite of heavy suction applied to the drains. The strong negative pressure may keep the air leaks or lung fistula open. Failure of the lung to meet the parietal pleura prevents sealing. Pleural abrasion or pleurectomy does not bring the lung any nearer to the chest wall. A parietal pleurolysis, on the other hand, makes contact and sealing possible. The tailored pleuroplasty ('the pleural tent') was described about 20 years ago by several authors (Bell, 1956; Brewer, Bai, and Jones, 1956; Hansen, 1956; Miscall et al., 1956 ) as a space-reducing method to be used in combination with pulmonary resection. Hansen and Rattenborg (1956) cavity tuberculosis died three days after surgery of respiratory insufficiency associated with a rare type of chronic uraemia due to idiopathic renal lipofuscinosis (the fourth case described in the literature) (Lund and Olsen, 1970 The pleural drains remain connected to watersealed bottles during induction and maintenance of anaesthesia. The pleural cavity is opened through a small thoracotomy at the level of the fifth rib, with or without rib resection. The pleural cavity and the lung are examined and any lesion of the lung is handled by an appropriate technique. The unforced filling capacity of the lung is determined with the aid of the 5-cm anaesthetic valve (Hansen and Rattenborg, 1956) . Without this device an experienced anaesthetist can provide a suitable light pressure with the manual ventilation bag. If a fibrous or severely emphysematous or polycystic lung is unable to fill the hemithorax or when severe air leaks are evident, the parietal pleura is dissected from the upper border of the thoracotomy, from the inside of the thoracic wall, over the cupola and on the superior mediastinum to the reflexion on the lung. Fosburg, and Trummer (1971) . The extrapleural space is not treated unless oozing is excessive. Needle aspiration of the space has not been needed so far in the present series.
DISCUSSION
The incidence of spontaneous pneumothorax in adults seems to be increasing, as shown in Table  IV which gives the number of hospital admissions per year per 100000 inhabitants in the City and County of Copenhagen during the past three decades. and calculated from the present material . A marked increase in the number of cases is seen. During 30 years the yearly number of hospital admissions has increased five or six times. This can hardly be explained by better diagnosis and certainly not by easier access to hospitals. Several authors (Withers et al., 1964; Nissen, 1969) 
